report was returned, what was the ophthalmologist to do ? In hospital the specialties were in more or less watertight compartments. Despite the treatment she had, the vision never recovered. He thought Miss Ford ought to read this paper before the Section of Laryngology, as it was specialists in that department who failed to diagnose the condition. Members would be interested to know what form of treatrnent Miss Ford carried out in draining the sinus for seven weeks. Also, to what extent did she consider this patient was cured? Would she still be likely to have recurrent attacks ? As she now had 6 vision, the marked improvement was proved.
Mr. RANSOM PICKARD said that apparently Miss Ford had proved her case conclusively. Probably all ophthalmologists, from time to time, had cases which they referred to nose specialists, and generally the report was a negative one. It seemed to be the idea that if there was no pain there was no affection of the sinuses. In the present case, however, there was pain. Miss Ford said that at one stage the patient returned to work and then had a recurrence of the pain, followed by a discharge of pus. Surely that pus must have come from some sinus. He would like to know whether any pus was apparent in the early stages of treatment, i.e., when the glycerine was first used.
Miss FORD (in reply) said that her experience with the rhinologists had been the same as Mr. Pickard's. It was during the last four or five years that she had been struggling with these cases, and she had constantly had a negative opinion given by rhinologists. One reason for bringing the paper forward was that until Members of this Section were convinced that these cases were primarily rhinological, rhinologists could not be expected to do anything in regard to them, because the noses of these patients appeared healthy. In the present case the patient's nose was packed with six inches of 1 in. wide gauze soaked in equal parts of glycerine and water, to which was added 10% argyrol. On some days this was done twice, on other days once, and the gauze was left in from four to five hours. She (the speaker) could not be certain whether pus came away or not, as the withdrawal was done by somebody else. A large amount of mucus came away, but the argyrol stain would tend to disguise pus.
She had a very remarkable case in a man with no catarrh. He bad seen three or four rhinologists, who said that his nose was healthy. She packed the nose, and after a fortnight a continuous quantity of yellow pus came away.
She did not think this present patient was cured, but that was the business of the rhinologist; she (the speaker) had done her part, namely, in diagnosing the condition.
Recurrent Vascular Keratitis of Unknown Origin. By J. H. DOGGART, F.R.C.S. THESE observations are founded on a series of twelve patients suffering from recurrent corneal attacks in which the clinical picture is dominated by the formation of superficial new vessels. Vascularization of the anterior layers of the cornea is a prominent feature of several common disorders, particularly phlyctenular disease, trachoma, acne rosacea keratitis, and trichiasis. Persistent vessels are also frequently seen in the scars left by past ulceration, as exemplified by irritable nebulme following measles. They also occur in many of the rarer corneal conditions, which need not here receive individual mention. The cases that form the subject of this paper seem, however, to be free from all those disorders which we usually associate with the development of new vessels on the cornea. This series consists of seven men and five women, whose ages range from 18 to 62 years. No constant occupational factor could be detected, but three of the men had long been exposed to a dusty atmosphere at their work. Several of the men had septic teeth, but none complained of any disturbance in general health. Of the women, one had suffered for years from polyarticular arthritis; another had survived many illnesses, including cholecystitis, gastric ulcer, and mastoiditis; the remaining three were healthy.
Mode of onset and clinical course.-In four cases the trouble began with a marginal ulcer of one cornea. In five others the corneal invasion followed repeated attacks of conjunctivitis. Keratitis without ulceration marked the early stages in the Proceedings of the Royal Society of Medicine 42 remaining three. Every patient suffered from ulceration sooner or later. Symptoms consist of photophobia and lachrymation recurring at irregular intervals and enduring for weeks or months at each attack. Both eyes are affected in all except one patienb, but an interval of months or years usually elapsed before the involvement of the second eye. The average age of onset was 33 years.
On examination the cornea is seen to be invaded by superficial vessels around its whole circumference. Greyish opacities with indistinct outlines are found in the anterior layers, and there may be epithelial defects in the form of punctate erosions or larger ulcers. In the absence of ulceration pain is not severe. During quiescent periods the vessels remain obvious to naked-eye inspection. Although they may undergo some shrinkage, yet I have never seen them so attenuated as to resemble the fine strands that remain after long-past interstitial keratitis or trachomatous pannus. With each successive attack the vessels tend to creep further towards the central region of the cornea, but the rate of this vascular progress is variable. For instance, the pupillary area of one cornea is still free, after 10 years of the disease, in a case in which the vision of the fellow eye-the first to become affected-is reduced to finger-counting, as a result of central vascularized opacity. In another case the centre of the more recently affected cornea is already involved, less than two years after its original invasion. During the later stages the periods of quiescence tend to shorten until they may disappear, so as to leave both eyes in a state of lasting irritability. Calcareous changes have arisen in three cases. Another shows a deposit of superficial crystals. The surface of the cornea is always more or less roughened by the large size and the superficial situation of the vessels. When the disease is of long standing this feature is aggravated by the zones of atrophic absorption which may exist side by side with areas of irregular thickening. The corneal sensibility is reduced in the advanced cases.
Diagnosis.-It is necessary to bear in mind all the common causes of vascular keratitis before describing any case as one "of unknown origin." Several of these causes were mentioned above. Then the state of the sclera must be examined in order to exclude sclerosing keratitis. An early example of the condition that I have been describing might possibly be confused with a case of Fuchs' keratitis marginalis superficialis, but this last-named disease presents three distinguishing features:
(1) the opacities are bounded on their central side by a definite limiting line;
(2) pseudo-pterygia are commonly present; (3) the disease does not go on to involve the central portion of the cornea.
Acne rosacea may cause confusion in those rare instances in which the cornea becomes affected before the development of a characteristic facial rash. When the condition of the face offers no aid to diagnosis, it is useful to recall some of the outstanding features of acna rosacea keratitis: (1) pseudo-phlyctenules are frequently present near the limbus; (2) usually the lower half of the cornea is much more extensively affected than the upper; (3) the opacities are often wedge-shaped or tongue-shaped. Treatment.-Results are disappointing. Although the ulcers heal fairly readily under ordinary methods of treatment, and although a non-ulcerative attack can to some extent be relieved by the use of dark glasses and mild lotions, nevertheless the patients all seem to relapse sooner or later. Ultra-violet light was unsuccessfully employed in two cases. In another, thyroid extract failed to produce any benefit. ILLUSTRATIVE CASES. The patients in these three cases gave no history of trauma to either eye, nor could they associate the beginning of their eye trouble with any general illness. They all appeared to be healthy individuals. Meibomian orifices were noticed at his first attendance. One month later an ulcer of the right cornea had to be carbolized. In November, 1930, he returned to hospital on account of irritability and lachrymation in both eyes. He said there had been numerous mild relapses during the intervening 3i years. This last attack settled down within a month. Both cornea present widespread superficial opacity and vascular loops, some of which have grown inwards as far as the pupillary area. Figure 1 (p. 43) shows the condition of the right eye. There is considerable thinning of part of the upper half of the right cornea, as the accompanying slit-lamp section demonstrates. Corrected vision in the right eye is A partly. uneventful. Some of the vessel loops reach almost to the centre of the cornea, as shown in figure 2 (p. 43) , a drawing of the right eye the corrected vision of which is §. A similar condition exists in the left eye.
III.-In this instance the history is shorter. The patient, a bricklayer, aged 56, had, two years ago, a marginal ulceration of the left cornea, which was treated by carbolization. At that tinle the right eye was normal, and there was no history of previous eye trouble. Seven months later the left eye relapsed. The other eye began to be affected nearly a, year after the original trouble. During the last six months there has been no further ulceration, but both eyes remain irritable. Figure 3 is a picture of the left eye, showing the large vessels and extensive opacity of the cornea. The opacity affects chiefly the anterior layers of the substantia propria. Corrected vision in this eye is g partly. The right eye presents a similar appearance, except that the pupillary area is more seriously involved, the vision being therefore reduced to finger-counting.
These illustrative cases are under the care of Sir John Parsons and Mr. R. Affleck Greeves to whom I am indebted for permission to describe them.
Causation.-The Wassermann reaction was negative in the several cases in which it was tested. In one patient repeated bacteriological examinations of the conjunctival sac revealed the following organisms at different times. Bacillus xerosis, Staphylococcus albus and aureus, pneumococcus and streptococcus. Intermittent obstruction of the Meibomian ducts was observed in two cages, in one of which a few calcareous concretions of the upper palpebral conjunctiva had to be removed. In one other case there is marginal blepharitis, but in the remaining nine the eyelids are natural. None of them shows any evidence of seleritis or of fundus disease.
It must be admitted that the cause is unknown. I have seen one case of recurrent vascular keratitis following on naphthalene burns of the eyes in a middleaged man. At the time of the accident his eyes did not appear to be badly damaged, but two years later he began to notice intermittent irritability in each eye. Both corneae were invaded by superficial vessels, which show little tendency to shrinkage during the quiescent intervals. On several occasions the patient has needed treatment for ulcers. In fact his clinical condition closely resembles that of the cases described above. Mustard-gas burns which at first appeared to be only moderate in severity have been known later to cause severe relapsing keratitis with abundant new-vessel formation. Other substances may be responsible for similar after-effects. It is at least possible that recurrent vascular keratitis of unknown origin may be attributable to some mechanical or chemical injury of such nature that the futitre nutrition of the cornea is endangered. New vessels form in response to the injury, but soon overstep the bounds of utility. They develop the same useless proliferative activity that we observe in the cells of a neoplasm. Having failed to arrest the disorder, these vessels themselves aggravate the corneal condition, thereby helping to create a vicious circle.
Discusgion.-The PRESIDENT said that this was a most interesting series of cases. He wondered whether Mr. Doggart had ever tried the old-fashioned operation of peritomy, which had proved successful in cases of relapsing and advancing keratitis. As this was a bilateral condition, peritomy could be tried in one eye, the other being kept as a control.
Mr. RANSOM PICKARD said that he had had a case in which he carried out peritomy in one eye, and though he thought it did some, good, the result was not so satisfactory as he had hoped it would be.
